Opened by J. BLUMFELD, M.D.
use of preliminary narcotics. My own view with regard to this is that we should not employ any of these drugs as a routine except atropine. So far I have neither met with, nor heard of, any ill-effects from the preliminary use of atropine, and therefore I think we are justified in using this in a routine manner. We must remember that a routine use of preliminary drugs before aneasthesia involves us in the proceeding of prescribing the drug for a patient whom we have not seen. This does not seem to me a reasonable course of action in the case of such drugs as scopolamine and morphia, and I believe, therefore, we should use these only if we have the opportunity of either seeing the patient beforehand, or at least of satisfying ourselves that there is every probability of the drugs not upsetting him. Also, it must be certain that he will not have to walk or to be disturbed after the hypodermic injection and before the operation.
It is in hospital practice particularly that there appears to me to be objection to the routine use of these drugs, because it often happens that the experienced anssthetist, who was expected, does not actually give the anesthetic, and the administration falls to the lot of a junior man who has had no experience with the conditions brought about by preliminary injection, and who would not have had one given had he known he was to be the anaesthetist. These remarks do not apply to atropine, and the routine use of this drug has the great advantage that it renders convenient the free use of open ether, when without it there would be in many cases much trouble from secretion of mucus and saliva. Another point against the routine use of morphia and scopolamine is this, that the case may turn out to be one in which chloroform should be given to a deep degree of narcosis, and that is not a method of anaesthesia to be safely practised after the preliminary use of these narcotics. A recent American writer states that he considers preliminary medication an essential whatever anaesthetic is used for patients between the ages of 19 and 50. This is, to my mind, a sweeping statement, only to be accepted with the reservations that I have indicated. Let us look for a moment at the advantages which we may expect to derive from preliminary narcotics. They are, I think, these: First, a quiet induction, begun with the patient in a state of drowsy indifference, if not already asleep; secondly, a diminished consumption of the ansesthetic during anaesthesia and a diminished chance of surgical shock; and thirdly, diminution or absence of all deleterious aftereffects. Now atropine, for which alone I recommend routine use, plays a large part in securing the second and third of these advantages, though it helps but very occasionally, if ever, towards the first. Scopolamine alone, or scopolamine and morphia, are much more potent in quieting a patient beforehand, and in the case of frightened or highly nervous individuals they give great help. Yet there are cases in which these drugs do the very opposite of what is hoped for from them, and cause a condition of excitement or of nausea; that is another reason why I do not like to use them unless I can see the patient beforehand, and have at least a chance of judging whether the narcotics will be helpful or the opposite. Again, these drugs, in my opinion, prolong the induction of anesthesia, and particularly prolong the time necessary to obtain complete muscular relaxation. It may be that this is owing to their effect in lowering the respiratory extent and activity, and indeed the delay has sometimes seemed to be abolished by the concurrent use of oxygen. With regard to after-effects, the balance of evidence is in favour of good results from scopolamine, with or without morphia. The unconsciousness is, of course, much prolonged, and during this time the anwesthetic is being eliminated. When consciousness revives there is sometimes as much sickness, though starting later, as if no narcotic had been employed; more often, however, the sickness does not occur, or is but slight.
The kind of cases for which I prefer to use morphia and scopolamine, or omnopon alone in addition to atropine, are these: First, highly nervous individuals who are afraid of taking an anesthetic, and also insane persons; secondly, all protracted nose and throat cases; thirdly, in the case of all very muscular, plethoric, or alcoholic individuals, even though the operation is to be a short one. I value these drugs in the nose and throat cases because of the ability they afford us to keep the patient conveniently quiet during a light degree of narcosis, with unabolished coughing reflexes. In the difficult muscular and alcoholic subject they enable us to maintain -an open ether anEesthesia, impossible without their aid.
Sir FREDERIC HEWITT: I have a high opinion of the use of preliminary narcotics, provided care and discretion be exercised. It is to be regretted that the anesthetist is not, as a rule, able to see his patient some time before the operation. Whenever practicable, however, such a course should always be adopted. By careful inquiry as to the patient's susceptibility to narcotics and by the use, in certain special cases, of a trial administration a day or two before the operation, the anesthetist is generally able to secure good results. I have taken
